INTRODUCTION
Anal fissure is a common surgical condition that usually presents as anal pain and/or bleeding with defecation. Anal fissure is a linear defect, or laceration, in the anoderm. An acute fissure is a simple laceration whereas a chronic anal fissure is defined by these three findingsheaped up edges, a skin tag (sentinel tag), and hypertrophied papilla. 1 Medical management is considered as the first line of treatment and internal anal partial sphincterotomy (open or closed), is reserved for chronic fissures that fails or recurs frequently after nonsurgical management. 2 Sphincterotomy using local anesthesia instead of spinal or general anesthesia has been proposed as an alternative method that does not lead to increases in associated morbidity or recurrence. 3, 4 Until recently surgeons were hesitant to perform anal and rectal procedures in an ambulatory setting because of fear of postoperative pain and retention of urine
This study is aimed to compare postoperative outcome in local anesthesia with spinal anesthesia. 
METHODS
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RESULTS
Most of the patients were aged between 20 to 50 years in both groups.Maximum age in the study was 70yrs and minimum was 19yrs. In the group A, there were 57.8% males and 42.2% females and in group B, 60% were males and 40% were females. In group A minimum number of days stayed in hospital was 1 day, maximum was 3 days with mean 1.92 days. In group B minimum number of days stayed in hospital was 3 days, maximum was 5 days with mean 3.73 days. It was noted that surgery under local infiltration had discharged earlier compared to group B patients with p value <0.001, which is significant (Table 1) . 
Intra operative pain
Pain was assessed by using Visual analogue scale (VAS). All the patients operated under spinal aneathesia had no intra-operative pain, but the patients operated under local infiltration has intra-operative pain score 2 (VAS score 2). P<0.001 which is statically significant i.e. group A (local) patients had experienced more pain compared to group B (spinal) intra-op. Surgery under local infiltration had little more pain and discomfort due to lithotomy position as limbs are not paralysed, during giving local anesthesia, and during use of cuatery compared to spinal anesthesia (Table 2) . 
Post operative pain at 30 minutes
At 30 minutes of operation, patients operated under spinal anesthesia had no pain as they were still under effect of spinal anesthesia, whereas patients operated under local infiltration had VAS-2 in 11 patients (24.4%) and VAS-0 in remaining 34 patients (75.6%). P<0.001 which is statically significant i.e. group A (local) patients had experienced more pain compared to group B (spinal) at 30 min post-op (Table 3) . 
Post operative pain at 5 hours
At 5 hours after operation, patients operated under spinal anesthesia had VAS-2 in 7 (15.5%) patients and VAS-0 in 38 (84.5%) patients, whereas patients operated under local infiltration had VAS-2 in 10 patients (22.2%) and VAS-0 in remaining 35 patients (77.8%). P=0.419, which is not statically significant i.e. spinal anesthesia is wear off in group B at 5 hours post-operative period, and both group experienced same pain score (Table 4) . 
Post-operative pain at POD-1
After one day, patients operated under spinal anesthesia had VAS-2 in 8 (17.8%) patients and VAS-0 in 37 (82.2%) patients, whereas patients operated under local infiltration had VAS-2 in 9 patients (20%) and VAS-0 in remaining 36 patients (80%). P=0.7977, which is not statically significant i.e. both group experienced same pain on post-op day one (Table 5 ). In the all the patients underwent open lateral internal sphincterotomy, about 80% of patients were free of symptoms like pain and bleeding during defecation on the next postoperative day. Rest 20% of patients had mild pain or bleeding during defecation, which are relieved on conservative treatment.
Studies done by Ahmed E et al showed that there was no significant difference in postoperative pain. Whereas study done by Towliat SM et al found a significant difference (p<0.05) in postoperative pain score after 6hours of LIS (group Local-1.90±1.07, group Spinal-1.90±1.07).
DISCUSSION
Medical management is the first line of treatment for fissure in ano. Even the in the advance of conservative management of chronic fissure in ano, the lateral internal sphincterotomy is considered as the gold standard. The surgical care definitely provides best healing rate and reduce the recurrence.The preference of anesthesia is also shifting towards the LA. [5] [6] [7] On other hand LA safely carried out by surgeon, and has virtually no complications. 5 It is generally accepted that today the majority of minor ano rectal diseases such as chronic Anal fissure should be performed on ambulatory basis.
Requirements for ambulatory basis are: rapid onset, lack of intra operative and post-operative complications. 8 We all know that spinal anaesthetic associated with hypotension more than 33% and bradycardia around 13%. However, postdural puncture headache is most common complication of spinal anaesthesia and although not life threatening, restricting daily life and causing hospital admission. In our study also, hospital stay is statistically significant (p<0.001).
Bell from the University of British Columbia is of opinion that as the experience of surgeon increases, so does his confidence and ability to perform the lateral internal Anal sphincterotomy under LA. 9 In present study we firmly believe that patient with Anal fissure should be admitted to hospital one day prior to surgery, those patients underwent under spinal anaesthesia and postoperative recovery requires 3-5 days added 1-week rest at home. So, total loss of work may be two weeks, while patients operated under LA admitted on same day of surgery and discharged on same on ambulatory basis. All in all, pain is one of the postoperative complications that leads to longer hospital stay. 10 Internal sphincter is not relaxed under LA. As the sphincter is in spasm, the length of the sphincter could be appreciated easily and the adequacy of the length of division verified distinctly. This benefit is lacking under spinal or general anaesthesia where the sphincter is fully relaxed, presenting difficulties in defining its length. Since, we performed conservative or limited sphincterotomy in the study, defining the length of the sphincter carried major importance. Longer division of sphincter would lead to a higher rate of incontinence while shorter division may not relieve the spasm or heal the fissure.
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Considering the cost of pre-operative evaluation, surgery cost and postoperative medications and stay in spinal group patients spent atleast three times more money than the local group patients for the same surgery. This carries greater significance in this setting where most of the patients come from poor economic backgrounds. In view of these benefits with LA, Hiltunen and Matikainen called it ambulatory treatment for CAF where patients were allowed to leave the clinic immediately after the surgery.
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CONCLUSION
Better postoperative pain relief could be achieved by local anaesthesia in ambulatory surgery in lateral anal sphincterotomy. LA provides adequate pain relief for the procedure apart from the advantage of easy palpability of the sphincter. It can be done as an Outpatient procedure without the need for an anaesthetist. There is no significant difference in the complications or the healing of the fissure as compared to SA, but LA procedure carries a significant cost benefit.
